W. L., male, aged 22. Admitted to Middlesex Hospital on March 1, 1938. At the beginning of January he had a severe headache which lasted a day. Headache recurred early in February and became increasingly severe, being referred to the frontal and occipital regions. Vomiting began about the middle of February and continued. No history of giddiness, diplopia, failure of vision, deafness, alteration in weight, or of polynria was obtained.
The chief points on examination were: (1) Approximately 5 diopters of papillcedema with exudate and hTmorrhages around both discs; visual fields full.
(2) Pupils moderate in size, regular in outline, no reaction to light but normal reaction on convergence. No ptosis or lid retraction. Ocular movements full, except that upward movement both eyes was slowed, especially to command. The signs remained unchanged until March 9 when he complained of deafness and double vision on looking upwards and to the right. No additional paresis of upward movement could be detected. Left-sided deafness was now apparent; a watch was Section of Neurology 21a heard 27 in. right ear, 3 in. left ear. Rinne positive on the left side and Weber referred to the right. Skiagram of skull: " Pineal gland heavily calcified, but not displaced. About 1 cm. behind the pineal shadow is a slightly irregular opacity, probably in the same plane."
The fixed pupils to light, the early signs of paresis of upward movement and the left-sided deafness, suggested a tumour invading the quadrigeminal plate, probably originating from the pineal gland.
14.3.38: Ventriculogram. Symmetrical internal hydrocephalus including the 3rd ventricle. The posterior part of the 3rd ventricle showed a rounded filling defect. This appearance confirmed the diagnosis of pineal tumour.
A right subtemporal decompression was performed, followed by deep X-ray treatment (37 exposures over 5 fields). This was completed by 16.5.38, with complete relief of headache and subsidence of papilloedema.
About 4.4.38 patient noticed that if he raised his head from a book, his eyes lagged behind. This was confirmed on examination, which showed that upward movement of the eyes when associated with a corresponding movement of the head, was much slower and more difficult than when carried out as a solitary act. Other reflex movements in response to a bright light or a sudden noise were equally affected. On the other hand, the patient was able to follow an object fully upwards at nearly normal rate. Turning the eyes upwards to command seemed slower. These signs have persisted. Hearing on the left side is now within normal limits. The discs are flat, but slightly pale. Vision 6 both eyes. No hypothalamic symptoms ar3 complained of. The patient feels quite well and is at work.
One interesting point about this case is the treatment. We took the view that as these tumours of the pineal body are very radio-sensitive a simple decompression should be followed by radiotherapy. We think that treatment has been justified.
Discussion.-Dr. PARKES \WEBER asked whether it was really the rule that in pineal tumours commencing in adult life there were no sexual organ changes. In young boys with pineal tumour there was often precocious sexual and bodily development. In connexion with the question of the pineal tumour being the actual cause of the macrogenitosomia in such cases it seemed very doubtful whether the pineal tumour itself, apart from its size and position, did produce these symptoms.
Dr. AMcALPINE said that in his view the supposed relationship betwveen pineal tumours and sexual abnormalities had been overstressed. The general feeling was that it was probably involvement of the mammillary bodies that caused this sexual overdevelopment.
The PRESIDENT said that a very interesting point in the case was the high lymphocyte count (140 per c.mm.). The same thing had been found several times in true pineal tum3urs. He supposed it was related to the large number of lymphocytes in the tumour itself. He quite agreed with what had been said as to the overstressing of the sexual development.
Chronic External Hydrocephalus following Otitis Media and Ablation of Lateral Sinus. DOUGLAS MICALPINE, M\. D.
I. C., female, aged 17. 4.3.37: Following acute right otitis media, mastoidectomy wras performed at the Western Infirmary, Glasgow. The lateral sinus, placed anteriorly, was accidentally opened and had to be packed. 8.3.37 Severe headache, vomiting, lethargy, and nystagmus to the right. Improvement until 17.3.37, when headache and vomiting returned. 24.3.37: Double vision. 26.3.37 : " Pronounced papilloedema with many exudates and flame-shaped hemorrhages " (Dr. A. J. Ballantyne). By the middle of May, double vision was no longer present and headache was slight. At
